A sea change has occurred in the coding and reimbursement realm regarding the Current Procedural Terminology codes (CPT) that govern lumbar decompressions and fusions. A combination of misguided opinions and publications laid a path for misinterpretation by governmental and commercial payers. As a result, reimbursement policies have bundled lumbar arthrodesis and decompression codes by fiat. The Center of Medicare and Medicaid Services (CMS) adopted this de facto bundle, embracing a misinterpretation of the CPT codes from an erroneous SpineLine (a publication of the North American Spine Society) article published in the July to August 2014 issue. 1 Despite a redaction in the following September to October 2014 issue, 2 CMS announced its intention to exclude the laminectomy code when used with interbody fusion codes, thus effectively bundling these procedures. That change became effective January 1, 2015, when the policy was published as part of the National Correct Coding Initiative (NCCI). 3 Since that date, surgeons have not been able to bill for the additional work of decompression performed at the same level of an interbody fusion in patients insured by CMS. The multiple attempts made by the American Association of Neurological Surgeons (AANS) and the Congress of Neurological Surgeons (CNS) Coding and Reimbursement committee members to make the CMS aware of the origins of these codes and the appropriate interpretation and historical development of these codes fell on deaf ears. Despite the historical precedent that had been established by previous American Medical Association (AMA) publications, a 2016 CPT Assistant, itself an AMA publication, issued a volte-face on their previous position. 4 The misinterpretation of these codes was becoming further entrenched.
Recognizing the precedent established by CMS and seeing the absence of any meaningful resistance or successful reversal of the CMS decompression/interbody policy, commercial payers were soon to follow. Aetna and Cigna have issued coverage determination policies incorporating the CMS decompression/interbody application of codes.
An alarming precedent has thus been established. That precedent, if not reversed, has the capacity to usurp the value of other codes that have been through a rigorous, appropriate, and representative valuation process. The purpose of this article is to educate the membership of the CNS regarding the anatomy of disvalued codes in lumbar procedures and the efforts that continued to be put forth by the coding and reimbursement committee to reverse what has become a de facto bundle.
ORIGINS OF THE LAMINECTOMY AND INTERBODY FUSION CODES
Prior to 1995, the 22630 code read very differently than it does today. The work for arthrodesis and decompression was performed jointly by an orthopedic surgeon who would perform the arthrodesis and a neurosurgeon who would perform the decompression. In the realm of CPT, 2 organ systems were being addressed: the central nervous system by the neurosurgeon (63047) and the musculoskeletal system by the orthopedic surgeon (22630). Each code was developed and valued for the work performed by each specialty. Perhaps the single most important aspect of the pre-1995 22630 coding was that the decompression and arthrodesis was being coded at the same spinal level. The codes were surveyed in that manner, and relative value units (RVUs) for each distinct procedure were determined in that same manner. A precedent on how to perform a decompression and interbody fusion at the same level was established.
An understandable concern arose. How could 2 codes be used for the same segment? In 1998, an AMA work group convened to further explore this issue. The work group was tasked with answering the question of whether the 22630 and the 63047 should be replaced by a single code using the -62 modifier, where the neurosurgeon and the orthopedic surgeon act as cosurgeons. That 1998 AMA workgroup reported that the work of the laminectomy and decompression of the neural elements was not included in the value or even the intent of the posterior lumbar interbody fusion code (22630). The AMA workgroup reached a consensus that application of a -62 modifier would undervalue the work which was accurately captured by these 2 distinct codes for 2 distinct components of the procedure. With unanimous approval from orthopedic and neurological surgeons, the AMA CPT Editorial Panel edited the posterior lumbar interbody code to reflect the work performed by the neurosurgeon performing the decompression and the orthopedic surgeon performing the interbody fusion. After all, a component of generating an RVU includes both an element of time and an element of risk performing the procedure. Performing a laminectomy, decompressing the thecal sac, traversing and exiting nerve roots adds a considerable amount of time to a procedure over and above what is needed for a facetectomy and minimal laminectomy to access the interbody space for an interbody fusion (22630). Performing a laminectomy also increases the risk of a cerebrospinal fluid leak especially in patients with previous surgery. Both risk and time are elements that contribute to the RVU valuation of a given code.
The AMA CPT editorial panel introduced language to the interbody code which made this point clear: "minimal laminectomy and/or discectomy to prepare the interspace." The spirit of that language continues to this day in the parenthetical "other than for decompression." That particular position was reinforced in the January 2001 CPT Assistant where a case illustration of a patient requiring a decompression and an interbody fusion was presented and the statement made, "63047-51 should be reported in addition to the code 22630." 
AND 63047 BY A SINGLE SURGEON
The inevitable evolution of a decompression of the thecal sac and nerve roots along with an interbody fusion being performed by one surgeon prompted an NCCI edit that became effective January 1, 1999. That 1999 NCCI edit indicated that a -59 modifier was needed when these procedures were performed at the same spinal level and were reported by one surgeon. Use of that modifier would distinguish any additional decompression performed on different segments. This NCCI edit continued to acknowledge the separate work of arthrodesis and decompression performed by surgeons.
In 2012, the most recent evolution of the 22630 into the 22633 code arose from recognition that posterolateral fusions were commonly performed along with interbody fusions. An AMA CPT workgroup was formed, with the outcome of interbody fusions (22630) and posterolateral fusions (22612) being bundled together into 22633. The bundling of these 2 codes flowed through the appropriate channels of the AMA with representation from both orthopedic spine surgeons and neurosurgeons. It is important to note that the decompression element of the operation (63047) remained a separate entity as intended by the initial valuation of that code. Decompression as a separate entity from interbody fusion has been observed by CPT in this manner for the past 2 decades.
THE 22633 AND 63047 TODAY
Few would argue that the most appropriate treatment for an individual who presents with lumbar stenosis and instability at a single segment would be stabilization of the segment and decompression of the neural elements. Stabilization of the segment may take the form of an interbody, posterolateral arthrodesis, or a combination of both (22630, 22612, or 22633, respectively). The work accomplished in achieving the arthrodesis of the musculoskeletal system, regardless of the technique, is separate and distinct from the next phase of the operation, which is to decompress the neural elements.
The figure illustrates this point by demonstrating the amount of bone work needed to access the interbody space for fusion ( Figure A) , considerably less than the bone work that is needed for a complete decompression of a segment ( Figure B) . The components of RVU valuation of a code include the time performing the procedure and the risk associated with that procedure. There is additional time and risk in performing the bone work demonstrated in Figure B . That work has an appropriate value assigned to it through the Relative Value Scale Update Committee (RUC) process and would ordinarily be captured in such a procedure with a -59 modifier. The current arbitrary decision by CMS to exclude the 63047 when performed at the same level as a 22633 negates the additional time and risk that the surgeon assumes to adequately address the anatomical and neurological condition of the patient. It also negates the history, evolution, and valuation of these codes.
THE SPINELINE ARTICLE
The July/August 2014 issue of SpineLine contained an article that made the following statement in the context of a patient who needed both a laminectomy for decompression and interbody fusion:
"Another common misconception is code 63047. Posterior fusion codes that involve disc preparation (22630, 22633) already take into account the decompression work. Using additional decompression codes (63047) is not allowed."
That poorly phrased and erroneous statement ignored the decades of the evolution of the 63047 and 22630 codes presented above and laid a foundation for the misinterpretation of these codes to be propagated. After a fervent groundswell from neurosurgeons and orthopedic spine surgeons regarding this flawed application of these CPT codes, the editors of SpineLine issued the following redaction.
The wording above from the original article is incomplete and has led to questions. From the AMA CPT guidelines, decompression when performed IS separately reportable with the inter-body
FIGURE. Bone work for interbody (22630 and 22633) compared to laminectomy and interbody (63047). A, The illustration shows the amount of bone that needs to be removed for access to the disc space. Once the bone is removed, interbody work may begin. There is less risk to the neural elements, nerve root, and less risk of a cerebral spinal fluid leak when the exposure is limited to the lateral facetectomy. Much less time is needed to complete that limited bone work. B, The illustration shows the amount of bone work that is required for both access to the interbody space and a decompression of the segment. The extent of decompression requires considerably more time, presents a greater risk to the neural elements, and increases the risk of a cerebral spinal fluid leak. These elements were incorporated into the valuation of the decompression code (63047). The difference in the work, time, and risk involved in these 2 scenarios is considerable. However, with the CMS interpretation of these codes, that work, time, and risk is not captured. Used with permission from Barrow Neurological Institute.
fusion codes, 22630 and 22633. The point made in the original article is that a certain amount of laminectomy is required for the approach in order to perform the interbody fusion. However, when decompression of the nerve roots requires more laminectomy than necessary for the performance of the interbody fusion, this is separately reportable. It is up to the performing surgeon to document in the operative report the areas of necessary decompression over and above the laminectomy required for interbody placement. 1 The above redaction was measured and did not categorically dismiss altogether the error that was stated. It did little to alter the momentum that continued to build regarding 63047 and 22630. That momentum culminated in the NCCI published in January 2015.
3

CENTERS OF MEDICARE AND MEDICAID SERVICES-CORRECT CODING INITIATIVE
On January 1, 2015, in Chapter 4 of the NCCI, the CMS took a drastic departure from the application of the CPT codes that it had used for decades. 3 The evolution of the codes, the validated surveys for each of these codes, and the various positions put forth by the work groups were collectively dismissed with paragraph 24 of Chapter 4 in the NCCI.
CMS payment policy does not allow separate payment for CPT codes 63042 (laminotomy…; lumbar) or 63047 (laminectomy…; lumbar) with CPT codes 22630 or 22633 (arthrodesis; lumbar) when performed at the same interspace. If the two procedures are performed at different interspaces, the two codes of an edit pair may be reported with modifier 59 appended to CPT code 63042 or 63047. 3 In February 2015, 1 month after the release of the NCCI edit, the AANS Coding and Reimbursement Committee sent out correspondence to Dr Niles Rosen, the medical director of the NCCI making his staff aware of the history of these 2 codes and the rationale behind coding different components of an operation, which may overlap at the same level but not the same organ system. In addition, the AANS correspondence cited the recent work in generating the 22633 code. The generation of that code was the product of the Relativity Assessment Workgroup process via the CPT Editorial Board and was subsequently evaluated by the RUC. As part of the generation of that code, the intraservice designation of that code specified that "additional decompression (eg, lumbar disc herniation or lumbar stenosis), if required, is reported separately." It was emphasized to Dr Rosen on a conference call that this amounted to de facto bundling of 63047 and 22630, obviates the RUC process, and produces an inaccurate valuation of the physician work. Unlike the question of the 62-modifier issue with codes 63047 and 22630 in 1998, the AMA did not form a work group to explore this issue. No consensus was sought from the representative body of the AMA on this issue.
In September 2015, Dr Rosen communicated in his correspondence that CMS had no intention to modify its position on these 2 codes and instead recommended proposing an add-on code for use with arthrodesis codes that would describe additional decompression when performed. 6 With that signed correspondence, the chasm between the original intent, development, and correct utilization of these codes and the application of them by CMS was deepening and widening.
CPT ASSISTANT
In October 2016, the CPT Assistant, a publication of the AMA, began to further entrench the errant CMS position by listing in their frequently asked question section an example of a patient who needed both a decompression and interbody fusion at the same interspace. The answer provided below was a significant departure from the way these codes were conceived and intended to be used. Equally concerning, this CPT Assistant article became a reference for coders in countless practices across the country and ran counter to the method of instruction at the AANS coding courses, which adhered the correct interpretation of the CPT codes. It would only be a matter of time before commercial payers took notice.
Codes 63047 and 22633 cannot be reported for the same interspace. However, it is appropriate to report codes 63047, Laminectomy, facetectomy and foraminotomy (unilateral or bilateral with decompression of spinal cord, cauda equina and/or nerve root[s], [eg, spinal or lateral recess stenosis]), single vertebral segment; lumbar, and 22633, Arthrodesis, combined posterior or posterolateral technique with posterior interbody technique including laminectomy and/or discectomy sufficient to prepare interspace (other than for decompression), single interspace and segment; lumbar, if the two procedures are performed at different interspaces. Modifier 59, Distinct Procedural Service, should be appended to indicate that these are two distinct procedures. 4 Again, correspondence was submitted by the AANS Coding and Reimbursement Committee to the CPT Assistant Editorial Panel at the AMA. It was communicated to the editors that application of these codes in this manner was mistaken and represented a significant departure in the definition of the CPT code 22633. It was further pointed out to the editorial panel that an earlier publication by the same body provided the correct answer to this question. The new interpretation of these codes contradicted the established and decades old application of 22633 and 63047 and conflicted with numerous previous clinical vignettes provided to illustrate the use of these codes.
The AANS brought attention to the section entitled "Coding Consultation" from the January 2001 CPT Assistant, where the exact scenario was presented, and the correct coding was reported as 22630 and 63047. (It should be noted that the 22630 code referred to in this example was the base code used in developing the new 22633 code.) Again, it was emphasized that in the surveying of the 22633 code, surgeons were asked to value the work required to access the disc space but were specifically instructed not to value the additional work required for decompression of stenosis, which would be captured by the 63047 code. Finally, the AANS expressed concern that the editorial panel published this vignette without any input from the coding and reimbursement committees of the AANS or any other stakeholders.
After the initial muted response from the CPT Editorial Panel, the AMA published a redaction in the May 2018 CPT Assistant specifically stating, "Codes 22633 and 63047 may be reported for the same interspace when additional work is required to complete a decompression at a single spinal level." 7 Bringing this redaction to the attention of CMS remains a focus of the advocacy efforts of the Coding and Reimbursement Committee.
COMMERCIAL PAYERS
Aetna became the first commercial payer to formally adopt the de facto bundling of interbody arthrodesis and decompression. Effective September 1, 2017, Aetna announced that it will no longer allow modifier -59 to override the incidental denial of codes 63030, 63042, 63047, or 63048 when billed in conjunction with code 22633. Aetna was clearly invoking the incorrect interpretation of CPT code 22633 as published in SpineLine (while ignoring the redaction), the CMS interpretation, and the AMA endorsement through the CPT Assistant.
In a letter dated June 13, 2018, Cigna adopted the same policy that will become effective September 16, 2018. 8 The AANS Coding and Reimbursement Committee continues to voice the opinion that application of these codes in this manner is incorrect and not consistent with the valuation of these codes. Without the reversal of this policy, it will only be a matter of time before additional payers apply the same calculus to their coverage determination. Without a reversal of this policy, the additional time and risk taken on by spine surgeons to adequately decompress the neural elements will no longer be captured by current coding schemes.
CONCLUSION
The circumstances that led to the de facto bundling of the lumbar interbody arthrodesis and decompression codes are cause for concern. The integrity of the RUC valuation process must be preserved. Bundling of codes by fiat needs to be identified, and corrective action needs to be taken. Strong leadership from the AMA to protect the integrity of the CPT codes is needed. These codes are the products of a multispecialty committee with representation from a variety of physician stakeholders. What has occurred to the 22633 and 63047 codes transpired without any representation from the multiple specialties of the AMA. Understanding the anatomy of these disvalued codes presented herein will hopefully inspire those in leadership positions at the AMA and CMS to remediate this errant course. At the very least, it should make the membership of the AANS and CNS aware of the circumstances that led to a de facto bundling of codes outside of the appropriate valuation process and should prevent a similar event from occurring again.
